Sarason et al (5) , in a study of anxiety in elementary school children, make reference to phobias thus: "According to Freud, phobias are defensive reactions to conflicts deriving from the phallic stage of psychosexual development (two to five years of age) with relatively slight complication from earlier stages in the child's development." In the same study he further states "In general, the phobic reaction to a specific object or situation becomes established only after the child has experienced an anxiety attack while interacting in some way with the particular object or situation (Abraham 1955)".
School phobia is a particular type of phobia in that it is not really a fear of school per se but rather a fear of separa ting from home (usually the mother). In 1941, Adelaide Johnson et al (3) , in discussing school phobia, delineated the concept of separation anxiety between the child and his mother -and in inter vening years this concept has generally become accepted as the basis for most cases of school phobia. Rodriguez et al (4) describe the symptom thus: "School phobia may be defined phenomenologically as partial or total inability to go to school that, on the surface, seems to result from dread of some aspect of the school situation. It is accompanied by the signs and symptoms of anxiety when school attendance is imminent. Physiol ogic manifestations may be the most prominent features and take the form of anorexia, nausea, syncope, malaise or even recurrent low-grade fever. The overt expression of fear of school may be totally lacking but may be inferred from the correlation of the symptoms with school days and their absence on week-ends and holidays. If the child is able to put his fear into words, he may ascribe it to a particular teacher, his classmates or the dread of failing. But changes of class, course or school are strikingly ineffective in altering the syndrome."
Prognosis is much graver for the older child (> 11 years) with school phobia since it may just be an indication of much graver pathology, e.g., schizophrenia. In the Rodriguez et al (4) study, they found therapeutic success to vary in versely with the age of the child and the severity of the psychopathology. Coolidge et al (1) in his follow-up study of 49 school-phobics (ages 4 to 11) re evaluated 5-10 years after original con tact, found that 47 of the 49 returned to school and bad graduated or were still attending. However, 50% of the group were still manifesting symptoms which were traceable to the original phobia. Even those who appeared to be doing quite well ("normal adolescents") expressed more than the ordinary con cerns about leaving home and in general showed a cautious approach to new situations. Rodriguez, Rodriguez and Eisenberg (4) found that 71% of the 41 cases followed up at median time of three years after initial contact were attending school regularly. Of the 41 cases, 89% of those under 11 were at tending regularly whereas only 36% of those over 11 were in class regularly.
Therapy has ranged from an insistence upon early return to school to reduction of anxiety by psychotherapy before at tempting even a partial return to class. In cases handled by the 'early forcedreturn to school' method, many school and hospital personnel may become in-volved in getting this child to the school and keeping him there against his will. Meetings and telephone calls with school people, assurance and reassurance and support of the parents are usual and very necessary by-products. To say the least, the treatment of a school phobia often is a time consuming and frustra ting undertaking.
The following case is that of a mod erately severe school phobia in an 11year-old boy who failed to improve in spite of conventional one-to-one ther apy, in addition to more than usual sup port from school authorities. He was seen three times weekly in therapy and forcibly kept in school until his exclu sion by the principal. It was at this point that it was decided to try a new and different approach to the problem. The case history is as follows:
An 11-year-old only male in a family of four children was referred in late September, 1963, because of more or less constant crying at home and at school since the beginning of the school year. On school days he would begin crying on arising, often complaining of ab dominal pains and vomiting and would have to be coaxed to school, where he would cry all morning. He would improve somewhat in the afternoons but in the evening at home, he would resume his crying. On school holidays and week-ends he would be relaxed but be come tense and fearful again on the night before school. His appetite was poor, he was losing weight and was sleeping poorly. The onset of this 'dis-ease' coincided with his move to a larger school in the city from a small rural one-room school.
According to his parents, he was a "thorough ly normal' boy until age five when his mother was taken to maternity at night and he was not told of her whereabouts until the next day, some 20 hours later. He fretted but his ques tions were evaded or unanswered by his rela tives. From that day on, he was noted to be very apprehensive of strangers.
The mother admitted being over-protective, over-concerned and deeply attached to the boy. She had few friends and very little social life. She confessed a very deep attachment to her own mother whom she contacted or visited at least daily -this 'closeness of family' she ac knowledged to be a characteristic of all family members on her side. The father was a passive farmer who had little time for the patient and little patience with his discomfort.
When first seen at the Psychopathic Hospital, the boy's physical examination was within nor mal limits. He was very anxious, weepy and extremely fearful of being kept in the hospital. Because of the short duration and acute onset of the phobia it was felt that he might best be managed on an out-patient basis and conse quently a therapist was assigned to him. The boy was kept in school and was seen three times weekly in therapy while the parents were seen at the same time by a social worker. There was very close collaboration between the school and the hospital, this involving num erous phone calls and many visits. There was some initial improvement in his school per formance but after a few weeks the boy re lapsed. It was at this time that his behaviour became so disturbing to the class that the au thorities were forced to suspend him. He was immediately re-evaluated at our unit and ad mitted as a day patient in January, 1964. Be cause of hospital policy limiting in-patient treatment to physicians only, a different thera pist was assigned to him. The patient's sche dule on the ward was from 8 a.m. to 4 p.m. each day, except Saturday and Sunday.
Course in Hospital
The first three days were hectic, with the patient spending all of his free time hammer ing on the door of the ward, yelling and cry ing for his mother. He was given much sup port and reassurance but firmly pushed into activities. He was seen daily by the therapist who failed to see much change in the anxiety level. Every attempt to talk to this boy brought forth a deluge of tears. After one week, hypnosis for 30 minutes daily was introduced and he quickly responded to this by relaxing during the interview. Reciprocal inhibition (6) was begun, using hierarchies devised by the therapist and based solely on the patient's fear of separation. (Response was much more evi dent when the therapist early realized that this boy had difficulty visualizing a given situation and 'taught' the boy to experience more vivid ly the situations presented to him,)
There follows examples of hierarchies used in the therapy sessions. For purposes of report ing, these have been greatly condensed and details regarding number of sessions, duration of therapy, etc. may be found in the summary:
1) Monday a.m.-Rises-washes.
Has breakfast with mother. Time for school bus. Rises, puts on jacket, heads for door.
2) On the bus.
Gets further from home and nearer to school. Bus stops at school.
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Goes into school through side door.
Takes period of music and all is well. Bell rings. Picks up books and moves down hall to next room. 3) Gets home on the bus.
Finds door locked. Bangs on the door-no answer. Sees a note-"parents visiting", No known time of return. He is to go to babysitters and sleep and wait for them.
By this method of therapy, the boy's anxiety rapidly subsided and within six weeks he had pronounced himself ready to return to school. At this time he was coming to our day-school by himself, was showing good ability to con centrate in school and was gaining weight rapidly. To alleviate some of the public school's personnel anxiety, he was started back on a half-day basis and at the end of two weeks was discharged from the hospital to full-time attendance. He continued out-patient contacts on a once-a-week basis and this rapidly ex tended to once a month, until the end of the school year in 1964 when he was promoted to
Junior High School.
The phobia was reactivated at the beginning of the 1964 school year but its intensity was not as pronounced as the previous year. The response to behaviour therapy was more rapid and soon he was back to school full time. It was felt the reactivation of the phobia was precipitated by his promotion to the Junior High School with its new faces, new teachers and numerous moves from one classroom to another. Since the fall of 1964, there have been no problems whatever in school. His reports continue to be good and his teachers feel he is a model student. He appears to be somewhat timid and a little shy in his peer relationships but not to the extent of causing concern. He is attending more of the school functions (e.g., sports, dances, etc.). His parents verify a healthy change in his behaviour, attitude, and level of maturity. When seen in December, 1965, for follow-up, he was free of anxiety relating to the school situation, had slept away from home with a friend on several occasions without 'dis-ease', and seemed confident that his problem had been 'beat'.
Discussion
The behaviour therapists define neuro tic behaviour as "any persistent habit of unadaptive behaviour acquired by learn ing in a physiologically normal organ ism." Anxiety is invariably present in the causal situation. Thus, if the habit is learned then it will necessarily follow that such behaviour will be subject to the established laws of learning. Wolpe (6) , one of the better-known exponents of behaviour therapy, firmly believes that neurotic symptoms can be elimin ated by extinction or inhibition (un learning). He has undertaken numerous controlled studies of the effects of this form of therapy and believes that neuro tic symptoms can be removed perman ently if the habit is unlearned.
This position is a radical departure from classical Freudian concepts which hold that neurotic symptoms are out ward manifestations of emotional forces that have been repressed and constitute a compromise between discharge of these forces and defences which resist this discharge. These concepts further hold that recovery from neurosis is not likely to be stable or enduring unless the neur otic roots are uncovered and worked through. Little is said about spontaneous remissions -indeed, they seem to sug gest that such remission cannot occur, or that, where it does, it can only be of short-term duration. Behaviourists, on the other hand, do account for spon taneous remissions (2) .
Comments
"One swallow does not make a sum mer" and one case does not mean much of anything -the author is fully aware of this and it was with some trepidation that this case was even considered worthy of reporting. Yet, here is a dif ferent and rather new technique of treat ment for neurotic symptoms which seems to hold some promise for success, but which appears to be shunned and even sneered at by many professionals in the field of mental health. It would seem to hold true that a student of human behaviour would necessarily be a better informed student if he has actual experience with persons who have be haviour problems. The same should hold true in the treatment situation. And it was more in the spirit of 'finding out for myself that I undertook to treat a case with behaviour therapy. To all of us, psychiatry's primary purpose should be to help the patient rather than uphold any particular school of thought against 'disbelievers' from another school. It is only by being willing to listen to what others might have to say that we can find out for ourselves whether they have anything worthwhile to say.
Summary
Behaviour therapy by reciprocal in hibition was undertaken on a moderately severe case of school phobia in an 11year-old boy after an adequate trial of .conventional therapy had failed to bring about lasting improvement. A fairly ac curate estimate of expended therapy time follows:
First admission to day-school (January Fifteen sessions (20-30 minutes each) of reciprocal inhibition ther apy, presenting an average of seven hierarchies per session. This form of therapy was undertaken as a learning experience by the author and its very good results are in no way meant to imply that one approach is superior to another. Rather, this paper was prepared as a plea for tolerance on the part of all who concern themselves with the treatment of emotionally dis turbed persons.
Resume
La therapie du comportement par in hibition reciproque a ete entreprise ohez un cas assez grave de phobie scolaire. II s'agissait d'un garcon de 11 ans chez qui un essai adequat de therapie traditionnelle n'avait pas apporte une ameliora tion durable. Voici une estimation assez exacte du temps consacre a la therapie:
Premiere admission a I'ecole de jour (Janvier 1964): Cinq premieres seances (30 ininutes chacune) de detente par l'hypnose. Dix-huit seances (de 20 a 30 minutes chacune) de therapie par inhibition reciproque, presentant une moyenne de quatre hierarchies par seance. Deuxieme admission a I'ecole de jour (septembre 1964):
Quinze seances (de 20 a 30 minutes chacune) de therapie par inhibition reciproque, presentant une moyenne de sept hierarchies par seance. Cette forme de therapie a ete entre prise par I'auteur en guise d'experience d'apprentissage et les tres bons resultats obtenus ne veulent aucunement dire qu'une methode est meilleure qu'une au tre. Au contraire, cet article a ete redige pour sollicker de l'indulgence chez tous ceux qui traitent des personnes atteintes de troubles emotifs.
